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' MESSAGE FROM THE PRESIDENT 


As one who struggled to get out DRC's first Bulletin, 
a mimeographed and then not very professional publi- 
cation, I find it very satisfying to write this brief 
message from the divisional president in whatis now 
a professional printed quarterly of which we can all 
be proud. Our Editors, Dan Sinick and Adrian Levy, 
have done an excellent job of upgrading our publica- 
tion. The Digest section, co-edited by Drs. Gwaltney 
and Muthard, has growntothe point whereit merits 
separate publicationas a quarterly, inits own right, if 
we hadthe money to do so. 


Our membership continues to grow. The latest figure 
is 786. Marv Wayne and his committee continue to find 
new members. Our main problem is one ofreminding pre- 
sent members to remain current in their annual dues 
payments. 


Another sign of DRC progress is reflected in the 
Executive Council's decision to seek some changes in 
ourconstitution. Themembership is being asked by 
mail ballot to vote on the following: 


1. Provisions for DRC branches. 


2. A change in our name to the American Rehabili- 
tation Counseling Association. 


3. A reduction in the quorum requiredtohold official 
business meetings at the annual APGA conventions. 


Bill Kir-Stimon and his committee have planned an 
excellent program for the '62 convention in Chicago 
I hope to see many of you there to help us plan for 
increasing growth and professionalization of our now 
very viable organization. 


Lloyd H. Lofquist 
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TESTING HANDICAPPED CLIENTS 


Leo Goldman 
Associate Professor, Brooklyn College | 
Brooklyn, New York 


handicaps, we apply the same procedures that are con- 
sidered good practice in any kind oftesting. That 

is, we select tests of a high level of reliability, 

that have validity for the training programs or occu- 

pations being considered, and that have norms which 

are suitable both for the client and for the educa- 

tional and vocational alternatives that he is consid- 

ering. Similarly, we follow good practices in inter- | 


In testing clients who have physical or psychic | 


preting the results, taking into account all relevant 

data, weighing the effects of tension and other inter- 

fering factors, and making our predictions cautiously 
and with awareness of the standard error of measure- 
ment and other sources of imperfection in ourapprais- 
al procedures. 


There are, however, special problems in testing 
handicapped clients, and these call for, first, special 
stress on certain of the general procedures, and, 
second, the addition of other procedures. This paper 
will deal with both kinds of procedures. 


Client Participation in Test Planning . 


The writer has taken the position (Goldman, Leo. 
Using Tests in Counseling. New York: Appleton-Century- 
Crofts, 1961) that counselors should seek the greatest 
possible participation of clients in the process of 
planning testing. It might appear that client partici- 
pation in test planning is not feasible with handi- 
cappedclients, who so oftenare excessively dependent. 
Yet itis the very dependency and the feeling of help- 
lessness that make it so important to try to involve 
the handicapped client in the counseling process in 
such a way that he will take some responsibility for 
its conduct. Todothis is to use the counseling pro- 
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cess itself as a growth experience. Asking a client 
to share in decisions as to whether tests should be 
used and for what purposes offers especially good 
opportunities to sayto him, in effect: I don't think 
that you're helpless; I think that you can help to 
make some important and valid judgments as to how 
we will proceedinourcounseling. Infact, Idon't feel 
that I can do as good a job unless you give me the 
benefit of your thinking all along the way." 


There has been frequent misinterpretation of what . 
is meant by client participation in test selection. It 
certainly does not mean that we place a list of 
tests before the client and ask which he would like 
to take. Rather, counselor andclient together try to 
decide what questionstoask: "AmI capable of handling 
such-and-such a kind of school program? What are 
my chances of succeeding inthis or that type of work?" 
And it may take hours of interviewing to reach the 
point of deciding whatthe questions are that might be 
answered better with test information than without. 
How different this is from the blanket test-him and tell- 
him approach, which ineffect saystotheclient: "You 
place yourself in my hands and I'l] find the answers. 
I will give you tests whose purposes and significance 
you may not understand. But have confidence in me; 
when you're all through, I will be better able to tell 
you what you shoulddo." Mostclients have already 
hadthis kind of treatment from medical personnel and 
clinical psychologists, bothofwhom usetests primarily 
for their own diagnostic thinking. 


As counselors, whotry tohelp people to make impor- 
tant decisions, we have a different traditionto follow, 
onethat gives the client anactive and responsiblerole 
inthe process. Afterall, we help people to solve prob- 
lems about which they know at least as much as wedo. 
Who can tell a person what he values most--security, 
chance foradvancement, freedom to work in his own style, 
or prestige? Who can tell him what kinds ofactivities 
he enjoys most--talking, writing, fixing things, or 
computing? True, when it comes to aptitudes and abili- 
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ties, we may indeed be able to give him information 
about himself that is genuinely newtohim. But even 
in these areas people have a background of self-know- 
ledge; they have tried themselves at many school sub- 
jects and perhaps at some jobs, andthey must certain- 
ly have some ideas as to what they do welland what 
not so well. 


We have thus a list of the advantages to be deriv- 
ed from real client participation in planning tests: 


1. The client has a chance to struggle with his 
feelings of helplessness and his tendency to be ex- 
cessively dependent on others. With luck, the coun- 
seling process itself can help him to feel alittle less 
helpless anda little more independent. This itcan 
do in part by giving opportunities to help himself 
and to follow his own judgments. 


2. Theclient, by discussingthe questions he 
would liketohave answered, cantellus much about 
himself: his values, his goals, his interests, and at 
least his perceptions of his abilities and past achieve- 
ments. Much ofthis informationis superiorto what 
wecan get from tests; some of it is simply not obtaina- 
ble from tests. 


Now let us add some advantages which accrue 
after the decision has been made cooperatively 
that the client will take some tests: 


3. Theact oftakingthetest will be more mean- 
ingfultotheclient. He should seeinacollege apti- 
tude test not a collection of brain-teasers, but mea- 
sures of some of the thinking processes and skills 
neededtolearnincollege. He should seeina manual 
dexteritytest not justa challenge or a game, but a 
standardized situation to help answer questions as to 
certain abilities necessary forthe kinds of work he 
is considering. Thus, even before finding out how he 
didonthetests, he may get some meaningful informa- 
tion astohis abilities, interests, and whatever else 
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is being measured. 


4. Theclient will be more readytoreceive the in- 
terpretations ofhistest results. He will be less de- 
fensive and more ready to go to work with the counselor 
on an appraisal of the courses of action being consider- 
ed. Heisless likely to argue with the test results, 
because they are his results as muchas thecounselor's, 
Also, having discussed inadvance just what he canex- 
pect from eachtype oftest, theclientis less likely to 
hope that tests will reveal "hidden talents" and "un- 
known interests," and will instead have more realistic 
expectations of the test results. 


Client participation intest planningisa challenge 
to the counselor's abilities. If anything, it demands 
more skill with tests than does the more traditional 
method. One must individualize testing for his clients 
rather than using the same battery with all. Onecan- 
not use a test just for curiosity but must have some 
sort of rationale for each one. This means knowing 
tests and their specific validities, so that each one 
can be used for a particular purpose, muchas a skill- 
ed artisan selects from anassortment of tools the one 
that will best do a certain operation. Finally, the 
counselor is ohliged to give the client some inter- 
pretation of the test results, inrelationtothe purposes 
for which tests were plannedin the first place. All 
this means much more work for the counselor, but it 
promises a greater usefulness of tests than has been 
the case in the past. 


Speed Tests 


Some of our best tests have been standardized with 
such time limitsthat theyare formost people speed 
tests. Such tests pose a particular problem with 
clients whose handicaps interfere seriously with their 
ability to read or write quickly or to handle the ma- 
terials of an apparatus test quickly. To some extent, 
it is correct to have a measure of the individual's 
ability to work within time limits, since many jobs 
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and school courses demand a certain degree of speed. 
However, some indication of power is also important, 
especially in the case of handicapped persons whose 
speed might be improved with training or treatment, 
or who might be ableto arrange their school] programs 
or their jobactivities in sucha way that speed would 
not be so neccesary. 


Unfortunately, many, if not most, of our best tests 
of aptitude and achievement are speededtests which do 
not provide for a power score. To give such a test 
completely without time limits would make the results 
meaningless in relation to published norms. On the 
other hand, to stop the client at the end of the time 
period produces two undesirable effects; first, the 
client may fee] frustrated because he obviously didn't 
get very far, and second, the counselor has no way of 
knowing how much morethe clientis capable of, given 
unlimited time. One solution to this problem is to 
administer the test in the standard manner, informing 
the client that he should work quickly. Instead of 
stopping him at the prescribed time limit, however, 
simply note the number of the item he has reached at 
that point and permit him to continue until he has 
finished all the items, or sooner if we fee] that he 
is becoming excessively tired or frustrated. The test 
is then scored twice, first on the number of items 
completed within the time limit, then on the total 
number completed. The first score permits a direct 
comparison with published norms, while the second may 
be used in a clinical interpretation. Which is the 
"correct" score? Obviously there is none inthis case. 
The normative comparison is certainlycorrect; it tells 
how the person's present performance compared with that 
of an appropriate sample. On the other hand, the un- 
timed score gives some idea as tothe person's possible 
level of functioning, if he could speedup more, or if 
he could arrange a reduced work load in school or on 
the job. Having both kinds ofinformation, we canhelp 
the client to know what lies ahead of him, better than 
with either one alone. 
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Another approach to the problem of finding com- 
parable norm groups is to develop one's own noms. 
Naturally this requires having some numbers of clients 
who take the same test. Some of the larger agencies 
can meet this requirement just from their existing re- 
cords. Smalleragencies could in some instances com- 
bine data with those from other agencies in order to 
have larger samples. With large enough numbers, one 
might be ableto have separate tables of norms for various 
age groups or for various types of disability. In ad- 
dition to the usefulness of such norms for individual 
counseling purposes, they can also be studiedas a way 
of understanding betterthe effects of age and of dis- 
abilities on the various aptitudes, interests, person- 
ality traits, etc. A few studies of this kind have been 
published, but not nearly enough. In any case, there 
is no substitute for a set of norms based on one's 
own clientele. 


Local Validity Studies 


Even more valuable than having local norms is to 
know how people who are similar to one's clients ac- 
tually perform onjobs andin schools. The crucial infor- 
mation is not how a handicapped person compares with 
other handicapped persons, or with people in general, 
but how people with aptitudes , dexterities, and other 
characteristics like his have in the past performed in 
the kind of activityheis considering. Wecannot hope 
ever to have detailedinformation about every possible 
field of work and school course, but we could have much 
more than we have now. 


Most counselors do have information ofthis kind but 
it is not systematically collected; more often, it is 
based on impressions drawn from casual conversations 
and observations. The information would be more valu- 
able, and to more counselors, ifit were collected and 
tabulated ina systematic manner. Then one could see, 
for example, that of twenty former clients -who were 
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Another approach to the problem of finding com- 
parable norm groups is to develop one's own noms. 
Naturally this requires having some numbers of clients 
who take the same test. Some of the larger agencies 
can meet this requirement just from their existing re- 
cords. Smalleragencies could in some instances com- 
bine data with those from other agencies in order to 
have larger samples. With large enough numbers, one 
might be ableto have separate tables of norms for various 
age groups or for various types of disability. In ad- 
dition to the usefulness of such norms for individual 
counseling purposes, they can also be studiedas a way 
of understanding betterthe effects of age and of dis- 
abilities on the various aptitudes, interests, person- 
ality traits, etc. A few studies of this kind have been 
published, but not nearly enough. In any case, there 
is no substitute for a set of norms based on one's 
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Local Validity Studies 


Even more valuable than having local norms is to 
know how people who are similar to one's clients ac- 
tually perform on jobs andin schools. The crucial infor- 
mation is not how a handicapped person compares with 
other handicapped persons, or with people in general, 
but how people with aptitudes , dexterities , and other 
characteristics like his have in the past performed in 
the kind of activityheis considering. Wecannot hope 
ever to have detailed information about every possible 
field of work and school course, but we could have much 
more than we have now, 


Most counselors do have information ofthis kind but 
it is not systematically collected; more often, it is 
based on impressions drawn from casual conversations 
and observations. The information would be more valu- 
able, and to more counselors, if it were collected and 
tabulated ina systematic manner. Then one could see, 
for example, that of twenty former clients -who were 
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as slow in taking a college aptitude test as our pre- 
sent client (because of a handicap), fourteen managed 
to succeed ina college ortechnical institute program. 
If the number of comparable cases is too small, we 
would not try to quantify the data in the form of ex- 
pectancy tables, but would simply record each person's 
test characteristics and his follow-up record on a 
card or in a looseleaf binder for easy reference. In 
either case, whether statistical or not, the amount of 
research andtabulation work is small compared to their 
value in reducing guesswork and in making available 
to counselors and clients the benefits of other people's 
experiences. The decisions and plans which our clients 
make are too important to be based on memory, impres- 
sions, and guesses. 


What if a follow-up study should show no depend- 
able relation between test scores and later success and 
adjustment? This toowould be a valuable outcome. It 
is as important to know what we cannot say as to 
know what we can say from tests. 


Conclusions 


In effect, we have been proposing that educational 
and vocational] tests could be much increased in valueto 
rehabilitation counselors if the counselors themselves 
would take a more imaginative and less stereotyped 
approach to testing. The writer is convinced that for 
some time to come the major improvements in testing 
will come from counselors rather than from test authors 
and publishers (and this applies even more stronglyto 
school counselors). Perhaps the most important single 
source of improvement will be local research which 
results in norms and expectancy tables. Better than 
anything else, such data tell us what test scores mean. 
Lest any be overly concerned about the statistical 
work involved, we should note that little more than 
counting is required for the studies being suggested. 
There are more complex operations involved in plan- 
ning the collection and tabulation of the data; for 
this an agency might well call in a consultant to 
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help design the study, but most of the work which 
follows should be well within the competencies of 
the professional rehabilitation counselor. 


PATIENT AND FAMILY ATTITUDES AND THEIR 
RELATIONSHIP TO HOME PLACEMENT OF THE 
SEVERELY DISABLED 


Cynthia P. Deutsch, New York Medical College and 
Judith A. Goldston, New York University 


With the increasing concern in recent years for the 
mental health and social stability of the physically ill 
and disabled, there has been a strong movement to 
send patients home from hospitals as early as possible, 
and to involve the family much more in the care and es- 
pecially inthe rehabilitation of the patient. The as- 
sumption is generally made that families can be thus in- 
volved to best advantage when the patient is at home. 
Certainly it can be argued that those families who do 
bring their disabled members home are accepting a more 
active responsibility for their rehabilitation, and that 
if it were possible to define differences between these 
families--and patients--and those whose disabled 
family members remain in the hospital, something could 
be learned of the factors which make for a more active 
role on the part of the family. This information could 
be used predictively and, further, to promote the most 
positive roles for families of disabled people, whether 
they return home or not. 


This paper reports a research program launched to 
measure and evaluate the attitudes of severely disabled 
polio patients and their families with regard tohospi- 
talization, disability, and the like, and to relate these 
attitudes to home placement and adjustment. To con- 
form to space limitations, only a portion of the total 
program will be reported and discussed here: that 
portion most directly concerned withthe home placement 
and adjustment of these patients. 
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The population used consisted of the 39 patients 
treated at the New York Respiratorand Rehabilitation 
Center, at Goldwater Memorial Hospitalon Welfare 
Island, from 1954 until 1957, and one member from each 
oftheirfamilies. Allthe patients have had respira- 
tory insufficiency and paralysis involving the trunk 
and all four extremities as a consequence of poliomye- 
litls. The population can be described as consisting 
of people about as severely disabled motorically as is 
possible but who are grossly normal in sensory func- 
tions, of at least average intelligence, and free from 
symptoms of brain damage. The socio-economic range 
was broad; the age range was from 6 to 53, but onlytwo 
subjects were above 40 andonly three under 10. The 
population was about evenly divided astosex, with 21 
femaleand 18 male subjects. At the time of the study, 
25 of the patients were living at home, while 14 remain- 
ed in the hospital. Henceforth they will be referred 
to as home patients and hospital patients, respectively, 
and their corresponding families as home families and 
hospital families. 


Comparisons among these four groups were based 
on several types of data: responses toa form of the Se- 
mantic Differential, toa Q-sort of attitudinal items, 
home interviews, home adjustment and socio-economic 
rankings, and relevant demographic variables. The home 
interviews were done by an experienced interviewer, in- 
dependent of the Center staff, and different from the 
researchers who collected the other data. 


The variables of age, sex, lengthofillness, degree 
of disability, and socio-economic status did not differ- 
entiate the home fromthe hospital patients, indicating 
that these factors are not the determinants of which 
patients will go homeandwhich will remaininthe hos- 
pital. The variable of adjustment was correlated with 
the home-hospital dichotomy, the home group being con- 
sidered better adjusted. The problem in interpretation 
here is that patients who have returned home may be 
ranked higher inadjustment by virtue of being at home. 
That is, being at homemay be one criterion of adjust- 
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ment. If this correlation is not an artifact, it may 
be that patients and families who live together are 
forced to develop a better adjustment in order to main- 
tain the home situation. Some corroboration is given 
this assumption by the fact that the three patients who 
have returned to the hospital since the end of data col- 
lections were all on the lower end of the adjustment 
rankings. 


.While, as was indicated above, the socio-economic 
rankings were not related to home orhospital residence, 
there was a significant correlation betweenthese rank- 
ings and the adjustment rankings (rho= .88). What 
emerges is that socio-economic status is unrelated to 
whether or not the patient and his family resume living 
at home together, but is related to their degree of ad- 
justment, whether the patient is at homeorin the hos- 
pital. A plausible interpretation of these findings 
would be that those families withhigher socio-economic 
status have less economic stress and as a result can 
maintain better relationships in the face of the stress 
of the severe disability of one of the family members. 
Further, the extent to which theillness and disability 
adversely affect the family’ s economic circumstances 
is probably related to its initial economic level: the 
lower the level, the more disruptive the effect, and 
therefore the more difficult the readjustment. Again, 
it is possible that this relationship is an artifact, and 
that a family's higher socio-economic status en- 
hances the adjustment ranking a rater is inclined to 
give. (The two rankings were, of course, done by two 
different pairs of raters, and in each case the reliabil- 
ity of the pair was above .90.) 


To consider the attitude data now, the one group of 
the four discussed which stands out most clearly from 
the other three is the hospital families. They tend 
consistently to minimize the debilitating effects of 
disability and helplessness, while maximizing the 
strength of facilities suchas hospitals and respirator 
equipment constituted to deal withthem, and at the same 
time placing greater value on voluntary movement, such 
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as walking, of which their disabled family members 
are incapable. These differences, all statistically 
significant , appear between the hospital families and 
both patient groups and, to a somewhat lesser extent, 
between the hospital and home families. Further, the 
hospital families show manymore differences from the 
hospital patients than do the home families from the 
home patients. Whetherthe greater difference between 
the hospital families and the other groups occurs as a 
result of not having the patient at home, and thus ex- 
periencing more removal from the concrete problems and 
effects of disability, or whether the sequence is the 
opposite--i.e., the particular attitudes of the hos- 
pital families determine their not taking the patients 
home--is impossible to determine without extensive 
longitudinal studies. 


Other differences emerge between the two groups 
of families when the interview data are considered. The 
home families tend to be more optimistic about poten- 
tial positive change inthe patient's condition and/or 
in their home circumstances, list numerous advantages 
to home living and disadvantages in hospital living, 
and for the most part indicate desire to have the 
patients home. On the other hand, the hospital fa- 
milies are muchless optimistic about future change, and 
none list advantages to home living for the patient. 
Only three of them indicate intentions of taking the 
patients home at any time in the future, and of these, 
twoexpress optimism about future change. Of the 
home families who said they did not want their patients 
at home, none expressed optimism about future change. 
None of the families ofthe three patients who have re- 
turned to the hospital since the data were collected 
expressed expectation of positive change in the future. 
Thus, forthe families , expectation of positive change 
in the future seems to be related to having the patient 
at home or wanting him at home. This has potentially 
serious implication for future home placement. If it 
is optimism about future change which influences a 
family totake its disabled member home, andif, asin 
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the case of the post-polio patient of more than two 
years after the acute phase of the disease, this op- 
timism is indeed unrealistic as regards any further 
physical improvement of the patient, what will be the 
time span before the optimism dissipates and if that 
happens how many of the patients currently inhome 
situations will returntothe hospital? Further, how 
realistically can these families approach a rehabili- 
tation program if their expectations of its potential 
are unrealistic ? 


In the findings on the attitudes of patient's families, 
the tendency of the hospital families to maximizethe 
power of the hospital and minimize the effect of the 
disability may be interpreted as a defense against 
the guilt which might come from allowing the patient to 
remaininthehospital. In our culture, taking care of 
oneself and one's family is a strong value, and succumb- 
ingtothe difficulties of doing this in the case ofa 
totally disabled family member must perforce be ac- 
companied by a certain amount of guilt. Onecanno 
more be against home” asa placetolivethanhecan 
announcein favorof"sin". If suchguilt and defenses 
against it are indeed operative, then inevitably the 
effectiveness ofthe family in realistically participa- 
ing inand aiding the rehabilitation or simple psycho- 
logical maintenance of the patient is reduced. 


The optimism noted to so much greater extent 
among the families who had established their disabled 
members at home could well provide the motive power 
to maintain an objectively very difficult situation, and 
could similarly inhibit the effectiveness of the family's 
participation in the patient's rehabilitation. 


While the findings reported do indicatethat dif- 
ferences exist among the four groups, they are not un- 
equivocal enough to use as stable predictors of which 
patients and families will resume living together. 
There is another variable, however, which appears to 
be a good indicator of which patients will return home: 
the position of the patient inhis family. And, whenthis 
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role is combined with other factors, usually not sig- 
nificant by themselves, the predictive power is 
further enhanced. 


The entire patient group was divided into subgroups 
according to family role and then the subgroups were 
evaluated in terms of likelihood of home placement. 
These data are presented in Table 1. It is seen that 
children are the most likely of all groups to go home. 
All the children in the population who, at time of on- 
set, were living with their families, went home (though 
it must be reported that of thethree patients returned 
to the Center, two were children). The presumptive 
explanation of this finding is the strength of the cul- 
tural dictate that parents accept responsibility for 
children. Further, the expectation of the parent is 
that he will take care of a child: a childis supposed 
to be dependent. It might also be noted that a child 
is easier to lift and care for than is an adult, and 
that, given some baby-sitting service, the parents' 
economic and social activities can continue in much 
the same manner as theydid before. This leaves open 
the question of what will happenasthechildren grow 
up: Willtheyremain at homeorwillthey gradually be 
returned to the hospital? And will this be related to 
changes in role expectation? 


Another group most likely to go homeis composed 
of unmarried women and adolescent girls. Though the 
number inthis subgroup is not large, all such patients 
in the present population have gone home. In connec- 
tion with the role hypothesis, it must be indicated 
that female role includes dependency as anacceptable 
trait, making it somewhat easier for the adult woman 
than for the adult man to lead a life involving such 
complete dependence on others. 


The next most. likely group of patients to go home 
are married women with children. Four of six such 
patients in the present population went home; nonehas 
returned. In this case, the women is able to fulfill 
much of her previous role in the home by directing a 
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housekeeper in marketing and meal preparation and ex- 
ercising a psychological if not a physical control 
overherchildren. Sheis available for companionship 
and sexual activity with her husband, and herhelpless- 
ness, while obviouslya serious social handicap, does 
not directly affect the economic activities of the 
husband. 


Table 1. Role Subgroups of Patients 
Divided as to Home or Hospital 


Residence 
No. in No. at 

Subgrou Hospital Home Total 
Children previously living 0 10 10a. 
with own parents 
Children previously in 1 0 l 
foster home 
Married women with children 2 4 6 
Married women without children 1 1 2 
Unmarried women and 0 4 4b 


adolescent girls 


Married men with children 4 3 7c 
Married men without children 1 1 2 
Unmarried men and 4 2 6 


adolescent boys 


Married women not previously 1 0 1 
living with husband 
Total - 14 25 39 


a. Two have since returned to hospital. 
b. One has since married but remained at home. 
c. One has since returned to the hospital. 
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In contrast to married women with children, marri- 
ed menwith children are among the least likely to go 
home. The married man who returns home, completely 
dependent on others, is ina position of almost total 
role reversal. Whereas prior to illness his role had 
been the active one in the family, now he is its most 
passive member. Further, his necessary relinquishing 
of the breadwinner role in most cases means that his 
wife must also reverse roles, and instead of remain- 
inginthe home must go out of it to earn the family's 
living. It seemstobein situations involving marri- 
ed men that variables such as economic status and 
degree of disability, ordinarily not effective predictors 
of home placement, play a part. Married men whoare 
living at home are those with either economic security 
apart from work by their wives (in these cases pensions 
for veterans or previous substantial economic situa- 
tion) and/or less severe disability. This latter means 
less overt dependence for feeding, dressing, locomo- 
tion, andthelike. It should be noted, though, that 
these economic and disability factors arenot always 
accompanied by home placement: There are patients in 
the hospital with pensions orprior economic success, 
and one of the three patients who have returned to the 
hospital is aman witha pension andwith considerable 
physical ability to care for himself. 


The patients least likely to return home are the un- 
married youngmen. The male role expectations, rather 
thanthe child's, apply here, as does the potential in- 
fluence of economic and physical circumstances. There 
are only two such patients who are at home: one is the 
young maninthis group who is least disabled and whose 
family is most economically comfortable; the other is 
a completely disabled patient from moderate circum- 
stances economically, whose family is themost nega- 
tive of the entire population in its view of home 
placement and very overtly indicates a desire to re- 
tum the son to the hospital. 


From these data it can be hypothesized that the 
most crucial factor in home placement is the role of 
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the patient in the family. 


From the findings presented a number of implications 
can be drawn which are applicableto disabled groups 
other than post-polio patients. In the post-polio 
group we see an exaggerated representation ofall the 
problems present in other disabled groups --exaggerated 
because of the magnitude of the disabilities, and re- 
presentative because of the wide range of ages and eco- 
nomic circumstances found, andtherelatively even sex- 
ual distribution. Thus principles derived on the basis 
of study of post-polios should apply to greater or 
lesser degree to non-polio disabled groups. 


Perhaps the most important implication here is that 
reestablishment of thehome situation for the disabled 
person is dependent onthe degree of role reversal in- 
volved, and that factors of degree of disability and 
economic status have meaning only in this context. 
This would mean that if it is desirable for as many 
patients as possible to live at home, efforts in this 
direction should be aimed toward minimizing the role 
reversals. Since efforts havealways been directedto- 
ward minimizing the extent of the disabilities them- 
selves, no more will be said about that here. Where 
there has been almost no emphasis is in mitigating the 
role reversal by means of economic aid, and the most 
obvious meansof doing this would be bydirect subsidy. 
Another area of role reversal might be minimized through 
increased vocational training and opportunity for the 
disabled. Even if actual wages or salaries were mini- 
mal, the ability ofa male to assume amore active work 
role constitutes mitigation of the role reversal. Much 
vocational effort with the severely disabled is current- 
ly blocked by prohibition of work with patients who for 
the foreseeable future will remaininthe hospital, and 
earning of money is effectively prohibited for most 
patients in tax-supported hospitals bythe requirement 
that they retain only a small proportionand apply the 
resttothe cost oftheircare. These obstacles inevit- 
ably reduce vocational efforts, and the result is seen 
not only in lowered morale of individuals, but ulti- 
mately in larger hospital populations. 
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This discussion brings up an even more basic ques- 
tion: Is it objectively desirable for severely disabled 
patients to be returned to their home situations? This 
concept is becoming a "given" among the goals for 
which those in the health profession strive, but per- 
haps before it becomes more solidified it should be 
subjected to further questioning. Maybe, in other 
words, home is not always the best place tolive, and 
perhaps it istoo muchto expect ofa family to under- 
go the tremendous stress andreadjustment of a complete 
role reversal and upheavel: maybe this is adding insult 
to the injury already sustained. Perhaps, then, the 
goal of home placement should be applied selectively 
to the disabled, depending on individual role and family 
circumstances, and flexibility should be maintained 
as to future change. Maybe under the proper house- 
hold circumstances the disabled mother can exert psy- 
chological influence over her family similar to that 
which she would exert were she still physically intact, 
but maybe under other circumstances the influence she 
exerts would be mitigated by the tension and anxiety 
produced by the fact that her life hangs onthe smooth 
functioning of mechanical respiratory equipment. Per- 
haps the young adult male needs not to be dependent on 
his family for his total needs in order to develop self- 
reliance on a psychological level, and maybe the 
restrictions imposed on his family by his presence and 
needs for care promote disappointment and hostility 
which result in poorer adjustment andrelationship all 
around, and less participation by the family in his 
rehabilitation. Maybe it is more destructive toa 
child's development and identification to see his 
father completely helpless at homethan it would beto 
have him in the hospital. Perhaps, in fact, regular 
visits and contact between family and patient though 
living separately would allow the family to partici- 
pate more constructively in whatever rehabilitation 
is possible, andwould allowthe patient betterto par- 
ticipate in his own rehabilitation. 


The general point emphasized here is the necessity 
to examine carefully whether a universally applied 
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goal of home placement is not simply an attempt me- 
chanically to establisha status quo ante which is ob- 
jectivelyimpossibletoattain. Thealternative, per- 
haps more realistic, goal is the achievement of the 
most effective participation by the family and the 
patient himselfin his rehabilitation and psychological 
maintenance. 


REHABILITATION OF PSYCHIATRIC PATIENTS 


The following are summaries of papers presented 
at a symposium on March 27, 1961, at the annual conven- 
tion of the American Personnel and Guidance Association, 
held at Denver, Colorado. Chairman of the symposium 
was Frank V. Touchstone, Counseling Psychologist, Vet- 
erans Administration Center, Shreveport, Louisiana. 
_ These papers express the opinions of the individual 
contributors and do not necessarily reflect official VA 
policy. 


THE FLOW SYSTEM 


George Katz 
Psychiatrist, Veterans Administration Hospital 
Salt Lake City, Utah 


The system of wards developed at the Salt Laxe City 
Veterans Hospital in some respects recapitulates the 
growth of the individual by taking him from a more or 
less completely dependent toa more or less completely 
independent environment. WardOne, a closely suner- 
vised unit where the patient has very little freedom, 
simulates the early years of childhood. Activities are 
limited to occupational therapy and sports. Canteen 
days givethe patients excursions where they can buy a 
fewthings they desire much as when the child is taken 
to the store. Ward Two has more activities and the 
patients are less closely supervisedso there is more 
freedom of movement within the ward itself. It reflects 
the increasing freedom ofthe child within the home it- 
self. Ward Three is much less closely supervised and 
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many patients go on assignments bythemselves. They 
have accompanied and unaccompanied pass privileges. 
This ward manifests some ofthe elements of the child 
starting to move out ofthe home and to assume responsi- 
bilities within the home. Ward Four, the first open 
ward, has some similarity to the school years in that 
the patients are sufficiently improved to be held respon- 
sible for attending activities without supervision. They 
come and go--within certain specifiedtimes and in 
keeping with their treatment program-~at will. Ward Five 
would express the greater freedom of the high school 
years as wellas the movement from high school. Empha- 
sis is on more productive activities andorientation is 
toward movement out of the hospital. Ward Sixis struc- 
tured to permit a greater degree of freedom and expects 
more maturity oftheindividual. It portrays the period 
after high schoo] to the time of full maturity. 


This "flow system" is based onthe speculation that 
psychotics are capable of controlling their behavior and 
that they can be motivated by incentives. It was origi- 
nated with three purposes in mind: one, as a method of 
treatment; two, as a means of creating commoninterests 
among all personnel; andthree, fora more efficient uti- 
lization of personnel. Theteamconcept, where all mem- 
bers of the staff play an active part in discussing, 
planning, andtreating the patient, is emphasized. 


WORK OPPORTU NITY PROGRAM 


Arthur A. Sorenson 
Chief, Educational Therapy, VA Hospital 
Marion, Indiana 


The Work Opportunity Program was established to 
fill a positive need of patients ina neuropsychiatric hos- 
pital. It provides anaggressive, challenging program 
forthe patients. As patients improve, activities which 
are more challenging tothem must be provided. Regular 
rehabilitation modalities can accept this challenge only 
up to a certain point. Where these activities are no 
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longera challenge tothe patient, he becomes listless or 
irritable, orhe may develop unfavorable performance 
patterns whichtendto prolong rather than shorten his 
hospitalization. Patients are anxious to accept thera- 
peutic work assignments becausethis gives them the 
opportunity, through satisfactory work performance, to 
prove that they are better. 


The program is totally integrated at VAH Marion, 
Indiana. The educational therapists in Physical Medi- 
cine and Rehabilitation Service and the Psychology Ser- 
vice jointly have charge ofthe program. Staffphysicians 
originate the referrals; psychologists evaluate the 
patients and recommend certain areas of work which will 
be beneficialtothem. Educational therapists contin- 
ually survey the divisions and services ofthe hospital, 
developing therapeutic workassignments. These ser- 
vices, together with the medical staff, carryon a con- 
tinual education program forthe entire hospital. This 
has had a positive though indirect result, inthat nowthe 
opportunity is offered every employee tocontribute di- 
rectly to the patient's recovery. 


Patients assigned to the program are reviewed at meet - 
ings where everyone concerned with their progress is pre- 
sent. Recommendations are made at these meetings asto 
the patients' progress and disposition. Educational 
therapists continually observe the patients on the job, 
evaluate their work performance andtolerance, and re- 
port their findings back tothe staff physician and his staff. 


During the more than two years that the programhas . 


been in existance, we have noticed many things which 
are worthy of mention, such as: 


1. The veteranwho accepts a work assignment begins 
to demonstrate that he is facing reality and is onthe road 
to recovery. This is demonstrated proof that his need 
for hospitalization can be cut down considerably. 

2. The veteran begins to learn how to deal more 
effectively with others ina work situation. He learns 
how to control his hostility and aggressiveness, if 
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that has been a problem, or he learns to be more ag- 
gressive and forwardif he has beentoo withdrawn. 

3. Patients who demonstrate competence on a work 
assignment are usually eagertocontinue with this as- 
signment. Theimportant reason they like the assign- 
ment is that, to them, it is purposeful activity, and 
in performing their duties well, they have a feeling 
of personal worth and accomplishment. 

4, The Work Opportunity assignment stimulates 
and motivates patients to get better sooner than antici- 
pated. Patients tellus atstaffmeetings, when we dis- 
cuss their assignment with them, that as a result of 
their performance onthe work program they are willing 
to accept responsibility and are willing to get back 
to their jobs in the community. 

5. In most instances, when a veteran is placed 
on a work assignment he becomes aware of how he appears 
to others. Hecombs his hair, shaves daily, wears a 
necktie, ifthe jobrequires it, and dresses neatly. He 
wants to live up to the demands of others and to the 
demands of his job.. 

6. The veteran gradually shows by his behavior 
that he is no longer mentally ill by practicing the normal 
behavior pattern necessary to holding a job. 

7. The Work Opportunity Program serves as a 
stepping stone to more complex assignments such as 
member-employee. 


Not all veterans are ready for the community after 
being on theProgram for a few months. Some of them, 
because of long hospitalization and severe psychotic 
conditions, require an additional program beyond the 
level of Work Opportunity before they can meet communi - 
ty problems. We providethis at Marion in the Member- 
Employee Program whereby a veteran is released from 
the hospital and is assigned under Civil Serviceasa 
temporary employee, but he must live on the grounds. 
In this program he is able to demonstrate over a period 
of six months toa year that he is capable of success- 
fully meeting the challenge of community living. 
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THE NIGHT HOSPITAL PLAN 


Priscilla R. Meyer 
Counseling Psychologist, VA Hospital 
Waco, Texas 


Daytime employment in the community for hospital 
patients--the night hospital plan--is an attractive 
and promising new rehabilitation program. It can be 
developed anywhere there is an energetic counselor 
anda population of patients who can perform even simple 
jobs. Thereis no financial outlay for administrative 
equipment or buidlings and the program can include 
patients in almost all diagnostic categories, age 
groups, and ability levels. 


Since the chief responsibility for this program 
rests on the counselor, there are preparations he 
should make and pitfalls to avoid, if it is going to 
function smoothly. The local labor market should be 
studied and appropriate jobs located orcreated accord- 
ing to the nature of the community. In every town 
there are seasonal jobs and a few full-time positions 
which patients can fill. The best way to discover 
these is by a canvass of employers and through co- 
operation with the local State Employment Service. 


Among the most appropriate patients for this plan 
are those without a current work history, those whose 
work and/or social skills need improvement, and par- 
ticularly, those who lack theconfidence to leave the 
hospital. Wehave found that chronic patients do well 
in this program and advancedage is not a contraindi- 
cation. 


Patients should be placed selectively according to 
their abilities, and always at a fair and reasonable 
wage. We must avoid creating the image of the night 
hospital program as a source of cheap help for mar- 
ginal jobs. 


Since the primary goal is rehabilitation to community 
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living andnot merely the placement of the patient on 
a payroll, individual planning and counseling begin 
with placement ratherthan endingthere. Patients who 
can benefit most from the program are often most re- 
sistant totakinga job; they fearto leavethe security 
of the institution. Counseling works to increase 
their motivation. 


As a patient adjusts to working inthe community 
his interests increasingly revolve about his life out- 
side the hospital, his relations with fellow workers, 
his financial planning forthe future. Gradually the 
idea of moving permanently to the community emerges, 
and usually the patient himself suggests this. 


Where permanent discharge is not possible, the 
night hospital plan can be used to maintain a higher 
level of functioning for those who must continue to 
be institutionalized. It can provide funds for the 
elderly indigent. It raises the morale of non-par- 
ticipating patients who see it in action, and it cer- 
tainly improves the hospital-community relations 
of any institution. 


In summary, the night hospital plan gives the 
patient work skills, work experience, andthe vital by- 
products of employment: social skills, financial re- 
turn, increasedconfidence. It gives the counselor 
a testing ground for vocational plans and estimates of 
ability. And, this being the unique advantage, it does 
these things in the realistic setting ofthe community 
while the patient is still hospitalized. 


COMMUNITY DEVELOPMENT -- 
A REALITY-ORIENTED PROCESS 


Max W. Bacon 
Coordinator, Community Development Program, 
VA Hospital, Danville, Illinois 
With the introduction of ataractic drugs an increas- 
ing number of NP patients are feasible for post-hospital 
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planning. In order to meet themany problems surround- 
ingthepatients' readiness tolead an extra-mural life, 
a process of realistic social learning and employment 
preparation labeled Community Development was initi- 
ated at the VA Hospital, Danville, Illinoisin1956. In 
essence this involved theestablishment of a period of 
transition through an exit service aimed at providing 

a climate and system of rewards for personal improve- 
ment and recovery with emphasis onthe gradual increase 
of extra-mural responsibilities. 


Inherent in this process are three major goals: 1) 
Recognition of patient resources which could be develop- 
ed and realistically utilized in orderto better prepare 
the patient for community living; 2) Continuing hospital 
rehabilitative treatment with steadily increasing per- 
sonal, social, and vocational success experiences 
which were aimed at changing his self-esteem and which 
would better determine his readiness for community living; 
3) Follow-up and extension of the rehabilitative effort in- 
to the post-hospital environment and community. 


There follow several salient points about the program: 


1. Institutional adjustment is not synonymous with 
community adjustment; therefore special emphasis is 
needed to bridge the gap between hospital treatment 
and productive community living. 

2. Ideas of several writers and rehabilitation ra- 
tionales have contributed to the development and oper- 
ation of such a program. 

3. The Community Development process, which 
offers increased opportunities for social readiness, em- 
ployment preparation, and total self-management beyond 
the traditional hospital program, involves these features: 

a. Emphasis is on social learning and full-time 
occupational activity, including Member-Employee and 
Night Hospital Employment plans, which approach the 
community work and living situation. 

b. The great importance of social adjustment is 
recognized especially in areas of interpersonal deficit 
in meeting daily problems of community living. 
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-c. The process of referral to the program. 

d. The physical arrangement. 

e. Extended assignment and increase of respon- 
sibility and freedom as manifest in self-directed activity, 
freedom of movement, and financial reward. 

f. Gradual transition is emphasized. 

g. The Program is an effective means in screen- 
ing and preparing patients for all forms of post-hospital 
living including job placement, foster home care, re- 
turn to family, or domiciliary transfer. 

4. Group decision-making with regard to common 
problems and disciplinary actionis emphasized and found 
to be beneficial. The contributions ofall hospital disci- 
plines are solicited. All disciplines introduce their 
own perceptions, attitudes, and ideas at a functional 
level. 

5. While progress has been made, problems re- 
main, as exemplified by many custodial and defeatist 
hospital attitudes. These have decreased, however, as 
personnel have become more familiar with the program 
and participated in its progress. 

6. Administrative autonomy of the program from the 
remainder of the hospital has been beneficial. 

7. The operation of such a program requires more 
attention to be provided the patient and his increasing 
needs, but can be carried out without multiplying the 
number of psychiatric specialties. These needs are 
being met through the coordinated efforts of all hos- 
pital employees in dealing with the patient's daily living 
problems. 

8. Working with the familial members and problems 
has been found beneficial and indispensable. 


ARE YOU PROGRAMMATICAL? 


If you want to serve on the DRC Program Committee 
for the 1963 APGA Convention in Boston, or if you want 
to suggest papers, symposia, and other program ideas, 
please write (Write now!) to the committee chairman, 
Dr. Julian S. Myers, Boston University, Boston15, Mass. 
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LETTERS TO THE EDITOR 


Another View of Work Evaluation Norms 


Inthe paper entitled "Work Evaluation -- Which 
Norms?’ intne September 1961 Bulletin, Sol Feingold 
raises some valid questions inregard tothe selection 
of norms for evaluating vocational potentials of our 
clients, but he alsogets carried away and makes some 
recommendations which would appearto this writer to 
be areturntothe dark ages rather than a form of progress. 


I agree heartily that the severely disabled client 
should not be clubbed over the head withthe fact that 
he is performing at a level far below the industrial 
norm. On the other hand I cannot accept the statement 
‘that "an individual who is being evaluated vocationally 
should be compared toother individuals witha similar 
disability," rather than to industrial norms. This does 
not, as he suggests, make it a “true appraisal of the 
client's vocational potential’ by any stretch of the 
imagination. It merely compares him with other 
presently unemployable individuals, and gives no indi- 
cation whatsoever as to his operating level incomparison 
to the level which an employer would demand. Certainly 
we need a broad enough scale to enable us to measure 
and reportthe client's performance level ina meaningful 
way, but please let us not throw out the baby with the 
bath water! 


He states that sheltered workshop employment is 
nota clearly defined entity, yet advocates a little later 
the "exclusive use of workshop norms as opposed to 
industrial norms." Where then is he goingto get these 
workshop noms? It would seemthat he would require 
a separate, full set of norms for each and every workshop 
to which each of his clients might subsequently be re- 
ferred. This would seemtobea rather monumental un- 
dertaking, to say nothing of the confusion which it 
would create in attempting to make any predictions 
regarding any particularclient. Wemust have some sort 
of well defined and usable norms--standards which are 
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identifiable and meaningful not only to us but also to 
the employer and the community. 


He also intimates that the idea that a vocational 
evaluation program should attempt to evaluate the handi- 
capped person against the non-disabled population is an 
“outmoded concept, and that ourthinking in this area 
is in need of revision. I wonder just what we are 
supposed to be doing in evaluating the vocational poten- 
tials of our clients--comparing them to other “sick" 
people or to the “well” ones, the employed workers 
in business and industry? 


Let us by all means study our programs and re- 
visethem soastodothe best possible job forall of our 
clients, but also let us not lose sight of the very 
real fact that predictions as to the employability of 
our clients at any level must be based on the demands 
of employers in the community in which we operate. 
We cannot stick our heads in the sand and ignore the fact 
that the community must and does expect us to be real- 
istic and torelate our work to real-life standards. 


Karl L. Ireland, Supervisor 

Work Evaluation and Occupational Therapy 
Vocational Guidance and Rehabilitation 
Services , Cleveland, Ohio 


Should They Take Greater Risks to Achieve More? 


In vocational guidance in general, realism in voca- 
tional choice is probably a good policy for clients and 
counselors to favor. In counseling the person who 
has traumatically acquired a disability having serious 
vocational implications, the advantages of attaining 
employment calling for professional or technical pre- 
paration are sogreat that taking risks, ofanorder al- 
mosttoimply a lack of realism, may actually be 
wise and reasonable. 
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The case favoring this policy has a numberof aspects. 
The first pertains to the enhancement of self-confidence. 
Actual achievement, in the face of unfavorable odds, may 
do more along these lines than a “brain washing” type 
of counseling, slanted at encouraging extreme realism 
and a very safe course of action. 


Secondly, thereis the question of unemployment 
rates and jobcompetition. As one looks upthe jobhier- 
archy, he tends to find surpluses turn into shortages. 
Compensation for a disability makes sense from the 
point of view of job placement. 


Thirdly, there are advantages from the point of view 
of physical requirements and social] acceptances of the 
person with a handicap. In other words, the disability 
becomes less ofa handicapinthe more demanding oc- 
cupations at thetechnical and professional level. 


True, both client and counselor should think about 
the possible consequences of " flunking out" in training. 
If itis going to be a crushing blow, then perhaps this 
risk would be too great to take. Even so,the best 
policy, generally, may be to favor taking this chance. 
To tum the disability into an asset is, after all, a 
real triumph for the client. 


James W. Russell 

Associate Professor of Education 
De Paul University 

Chicago, I)linois 


An Eye-Opening Book on the Blind 


Never inthelast hundred years has anyone produced 
such a detailed and dispassionate analysis of the prob- 
lems if blindness as has Father Carrol in his new book 
(Carroll, Rev. Thomas J. Blindness: What it is, what it 
does, and how to live with it. Boston: Little, Brown, 
1961. Pp. 382.$6.50). Heanalyzes the effects of blind- 
ness on the whole person and describes each loss the in- 
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dividual suffers on becoming blind. FatherCarroll]l then 
describes a therapy through which each of the losses 
described can be compensated for or restored. In 
part three of the volume he describes the special 
problems of the congenitally blind, of different age 
groups, ofthe partially sighted, of blind persons with 
additional physical deficiencies, mental illness, or 
feeble-mindedness. The last part of the book discusses 
institutions, agencies, and those who work for the blind. 


The book is largely based upon Father Carroll's 
observations at St. Paul's Rehabilitation Center in New- 
ton, Massachusetts, which he directs and the World War 
II programs for the blinded veteran at Valley Forge and 
at Avon Old Farms with which he was associated. 
The book is extremely controversial since it levels a 
devastating attack upon many attitudes towards the 
blind held sacred for years and many programs for the 
blind and workers for the blind who themselves have 
nevercome to grips withthe intense problems of blind- 
ness. One remarkable feature of this book inthe lan- 
guage in which it is written. It is virtually devoid of 
the everyday jargon of social science, yet it most 
adequately describes and deals with the emotional and 
social problems arising out of blindness and it deals 
with these problems ingreatdepth. “Loss of sight is 
a dying,” says Father Carroll, “but with the death of 
the sighted man, the blind man is born. And the life 
that is his can be good.” 


John F. Mungovan, Director 
Massachusetts Division of the Blind 
Boston, Massachusetts 


EXERCISE YOUR RIGHT TO WRITE! 


Your Letter to the Editor will be most welcome. 
React to anything in this issue or raise any issues 
of your own. Mine your subliminal resources and 
share the wealth of your idiosyncratic Id. 
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REHABILITATION NEWS 


News Across the Nation 


California; Supervisors and other agency personnel 
responsible for the field supervision of rehabilitation 
counselor trainees from San Francisco State College 
now have a special 3-credit course available to 
them, "Supervision in Education for the Professions.” 


The Department of Guidance and Pupil Personnel Ser- 
vices, Los Angeles State College, has inaugurateda 
new degree, Master of Science in Counseling, with 
options in rehabilitation counseling, school counsel- 
ing, and collegecounseling. The new degree requires 
two years of graduate study. Mostofthechanges affect 
the school and college counseling options, since the re- 
habilitation program previously required two years. 


Connecticut: Todescribe accurately and succinctly 
services available tothe handicapped, Connecticut 
Society for Crippled Children and Adults (740 Asylum 
Ave. , Hartford 5) has prepared a leaflet defining such 
terms as occupational therapy, physical therapy, pre- 
admission evaluation, psychology, social service, 
speech and hearing therapy, transportation, and work 
adjustment service. 


Florida: State Council forthe Blind analyzed the work 
of vending stand supervisors during four random weeks, 
two inthe office, twointhe field. Although some duties 
were not covered, sincethey vary from month to month, 
those covered were analyzed in detail. 


Georgia: Georgia Psychological Association Advisory 
CommitteetoDVRis setting up a program whereby DVR 
counselors will be offered a course, forcredit at the 
University of Georgia, inthe administration and inter- 
pretation of tests. Counselors thus prepared at the 
American Psychological Association's Level A would 
freecontract psychologists’ services for Levels BandC. 


Aworkshop for psychologists interested inthe physic- 
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ally disabled was held at Georgia Warm Springs Founda- 
tion October 28 by Georgia Psychological Association. 


Illinois: Toward prevention of home accidents, National 
Society for Crippled Children and Adults (2023 West 
Ogden, Chicago 12) has prepared a safety check list 
for parents, for whom free copies may also be obtained 
from local Easter Seal Societies. 


Iowa: DVR counselor Richard Morris has been conducting 
group vocational counseling with the residents of Wood- 
bury County Halfway House in Sioux City. Bi-weekly 
sessions are heldinthe evening so that those working 
can participate. Discussion covers problems of the ex- 
hospital patient in making contacts withemployers, 
talking about himself to employers, adjusting to new 
work settings, and developing realistic and positive 
attitudes about work as anecessary social function and 
a rewarding experience. 


Maine: Mr. Deam Morrison has resigned as Directorof 
the Division of Services forthe Blind to assume the 
position of Director of the After Care Program at the 
State School for Boys in South Portland. 


Massachusetts: A new clinical research center forthe 
study andtreatment of arthritis andrheumatic diseases 
is expected to open early in 1962 at Robert B. Brigham 
Hospital, 125 Parker Hill Avenue, Boston. With the 
help of a major grant from the National Institute of 
Arthritis and Metabolic Diseases, the hospital will 
provide six beds for free patient care and will have 

a larger staff, greatly enlarged laboratory facilities, 
new examing rooms, a nursing station, a diet kitchen, 
and a library. 


“Expediting the Recruitment of Selected Professional 
Personnel Essential to the Rehabilitation of the Hear- 
ing Handicapped" is an OVR project in its second year 
at Boston Guild for the Hard of Hearing. Project Di- 
rector Claire K. Kennedy reports fifty New England 
colleges cooperating through live demonstrations, 
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career days, and distribution of material regarding the 
field in general and undergraduate and graduate schol- 
arships. 


The Institute for Speech Correction has been awarded 
a Mental Hygiene Grant by the National Institutes of 
Health to conduct research onthe Relation between 
Insecurity and the Onset of Stuttering. Institute Di- 
rector Dr. Samuel D. Robbins is in charge of this 
research, to be completed by June 1, 1962. 


Montana: DVR held an in-service training conference 
October 17-19 at Eastern Montana College, Billings, to 
acquaint agency counselors with the college facilities 
and courses. 


New York: Federation of the Handicapped (211 West 
14th St., N.Y. 11) has been authorized by Weston Instru- 
ments Division of Daystrom, Inc., torepair and service 
photographic exposuremeters. Disabled applicants for 
this delicate work are selected through aptitudetests and 
a probationary period of actual work. 


Just One Break, lnc., in New York City, is conducting 
an OVR demonstration project on placement problems 
of ex-mental patients. 


Rochester Rehabilitation Center, in recognition of its 
expanding program for the psychiatric patient and for 
other clients requiring extensive adjustment services 
to prepare them for a vocational future, has received 

a grant from DVR making possible appointment ofa Di- 
rector of Client Programs and a Vocational Evaluator. 

A Supervisor of Physical Therapy and a Consulting Clin- 
ical Psychologist have been appointed under a grant 
from the Monroe County Board of Mental Health. A 
Supervisor of Casework Services has also been appointed. 


Elizabeth Raimann, of DVR's White Plains office, who 
won a fellowship for counselors of the cerebral palsied, 
awarded by International Alpha Gamma Delta and National 
Society for Crippled Children and Adults, attended a 
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month's program at Institute for Physical Medicine and 
Rehabilitation, in New York. 


An OVR project on recreation for the homebound is be- 
ing conducted by the National RecreationAssociation's 
Consulting Service on Recreation forthe Il] and Handi- 
capped, whose acting director, Dr. Morton Thompson, 
has authored “Starting a Recreation Program in Insti- 
tutions for the Il] and Handicapped Aged." Foracopy, 
write to 8 West 8 Street, New York ll. 


Sol Richman is the author of "Community Concern Held 
Key to Improved DVR Services for Ex-Mental Patients, " 
Journal of Rehabilitation, July-August, 1961. 


Robert H. Rossberghas a chapter entitled "Psychiatric 
Aspects ofa Physical Medicine and Rehabilitation 
Program,” in New Frontiers in General Hospital Psychia- 
try, International Universities Press, New York. 


Oxlahoma: DVRisconducting an OVR project to use 
carefully selected, weil trained volunteers to supplement 
the work of rehabilitation counselors. Under special 
supervisors in Oklahoma City and Tulsa, volunteers, 
after an intensive training period, perform various 
functions: confer regularly with hospitalized clients, 
confer with hospital staffto locate eligible patients, 
channel information on possible clients to agency per- 
sonnel, initiate contact with potential clients referred 
by physicians toward increased motivation. 


Oregon: DVR has completed its project on a methodof 
classifying rehabilitation literature normally found in 
a state agency or rehabilitation facility. Its Guide 
for Cataloging is available from Division of Research 
Grants and Demonstrations, OVR, Washington 25, D.C. 


University of Oregon Medical School, Portland, has a 
two-year grant for formal inclusion of rehabilitation 
concepts and techniques in the curriculum. 


Multnomah County Homemaker Service, financed by State 
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Public Welfare Commission and supervised by Multnomah 
County Welfare Commission in Portland, works to main- 
tain family stability while a parent is temporarily away 
from home or for other reasons is unable to perform his 

or her normal duties. 


Robert R. Wippel has been appointed director of DVR, 
with the title of Assistant Superintendent for Vocational 
Rehabilitation. — 


Pennsylvania: Sheltered Workshop Services Program, 
Pittsburgh, isa community plan to provide employment op- 
portunities to mentally retarded evaluated as not employ- 
able in competitive industry. An important feature of 
this plan is the development of a central registry of the 
adult mentally retarded. Information can be shared with 
participating agencies working with common clients, thus 
avoiding duplication of services. The principal co- 
sponsors of the program are Goodwill Industries, United 
Mental Health Services, and Vocational Rehabilitation 
Center of Allegheny County. 


BVR's Philadelphia officehas entered into a cooperative 
relationship with Central Rehabilitation Referral Service 
of Philadelphia, United Fund, and State Employment Ser- 
vice, to provide a referral service of selected unplaced 
cases to a diagnostic evaluation team for more analysis 
in depth and more exploration of social, personal, and 
environmental factors. 


Occupational Services, Inc. , Chambersburg, has started 
an adult development program forthe very severely handi- 
capped. An advisory committee representing BVR, Pen- 
nsylvania Department of Public Welfare, Pennsylvania 
Office for the Blind, United Cerebral Palsy of Pennsyl- 
vania, and Occupational Services, Inc., will give the 
program direction. The program is designed to help the 
very severely handicapped reach their maximum poten- 
tial, and to relieve tneir families of the burdens of the 
care of daily living. 


' Kenneth W. Hylbert, Director, Rehabilitation Counseling 
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Project, Pennsylvania State University, has prepared an 
outline text, Medical Information for Counselors, to 


meet the needs of instructors and students in applied 
Anatomy and physiology courses for prospective coun- 
selors. It is available at Keeler's Book Store, State 
College, Pa. 


Eugene T. McDonald, Professor of Speech and Speech 
Education, Pennsylvania State University, is the author 
of Understanding Those Feelings, describedas “written 
by the parents of handicapped children as interpreted 
through the eyes, ears, and heart of the author." The 
book is published by Stanwix House, Pittsburgh. 


BVR invites qualified U.S. citizens, of good moral 
character, to apply for positions as rehabilitation 
counselors. Persons witha master's degree in rehabili- 
tation counseling may qualify by passing the appropriate 
civil service examination. Interested persons should 
write BVR or State Civil Service Commission, Harrisburg. 


Puerto Rico: The four programs at the University of 
Puerto Rico now receiving OVR teaching grants (rehabili- 
tation counseling, social work, nursing, and medicine) 
are considering methods of integrating and coordinating 
their teaching activities. 


DVR, which recently celebrated its 25th anniversary, 
has opened a new office atthe city of Humacao, on the 
eastern side of the island of Puerto Rico. 


South Carolina: Through the cooperation of the state 
Alcoholic Rehabilitation Board, a state Alcoholic Reha- 
bilitation Center is to begin operating early in 1962. 
A full-time counselor, provided by the state Vocational 
Rehabilitation Department, will work together with a 
psychologist, social worker, and secretary, in preparing 
clients for employment. : 


Texas: Sponsored by OVR, DVR, and University of Texas 
School of Social Work, a workshop on caserecording wa s 
held December 4-6 in Austin. 
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Seven home teachers and the supervisor of home teachers 
and home industries from the State Commission for the 
Blind attended the Training Institute for Home Teachers 
for the Blind at Louisiana State University, October 30- 
November 3. Sponsored by OVR and the School of Social 
Welfare in cooperation with American Foundation for the 
Blind, the institute focused on the home teacher as a 
member of the rehabilitation team. 


Utah: Ata DVR staff meeting September 28-29. represen- 
tatives from other agencies attended to discuss mutual 
matters and to make working relationships more effective. 
OVR Regional Representative VladF. Ratay discussed 
DVR workin Utah inrelationto the work inother states 
and regions. 


Washington: DVR's entire counseling staffand selected 
personnel from Alaska, Idaho, Montana, and Oregon were 
participants ina seminar November 6-8 at the University 
of Washington on medical aspects of vocational reha- 
bilitation. The seminar was sponsored by University 
of Washington School of Medicine, State Department 
of Health, Washington DVR, and Washington State Medi- 
cal Association, in cooperation with OVR. 


Wyoming: The November issue of Wyoming Education 
News carried a two-page article on vocational rehabili- 
tation and special education, outlining philosophy, 
goals, and programs. 


International Developments 
Rehabilitation in Belgium 


Margaret E. Condon, Counselor of Physically 
Handicapped Students, City College of New York 


(The following paper is based primarily on informa - 
tion provided by Dr. E. Bruyninckx, Inspector General 
of the Belgium Ministry of Public Health.) 
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From a government fund to which each province 
contributes, Belgium has since 1920 provided help to 
persons with all kinds of disabilities. Prior to that 
date, only the deaf, dumb, blind, and mentally ill 
could be served by the fund. 


Most of the rehabilitation institutions in Belgium 
are private and governed by Catholic congregations. 
A few belongtoa province or to a private individual. 
Only four are the property of the national government. 


Of a total population in 1951 of 8,500,000 there 
were 4,858 deafand dumb persons. Theyreceive ex- 
tensive training in fourteen institutions under the oral 
system, which since 1867 has gradually supplanted 
the older methods of communicatingwithgestures. 
Training is given for such occupations as carpenter, 
cobbler, gardener, and tailor. 


The 4,320 blind aretrained in ten institutions 
for occupations such as musical instrument tuner, 
typist, and wickerworker. National statistics, 
maintained with care and accuracy, indicatea de- 
crease inthe number of blindin proportionto the 
increasing population. This decreaseis due to 
prophylaxis of venereal diseases, pre-birth con- 
sultations, and other preventive measures. 


Of the 49 psychiatric "closed institutions" 20 
treatonlymen. Ofthe 37 “open services", 27 are 
annexed toclosed services. Thereare 40 establish- 
ments for educable and uneducable children and 
nine for the crippled of all ages. 


The physical education of disabled persons 
is not neglected. In playgrounds and athletic fields 
created for their use, they engage in physical culture 
anda variety of sports, the blind even playing football. 


The American Personne] and Guidance Association is 
now affiliated withthe International Vocational Guid- 
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ance Association. 


In the first international event of its kind, 51 of the 

world's foremost authorities on Parkinson's disease 
met for three days at Arden House, in New York 
State. A majorconclusion was that a central registry 
of Parkinson victims would facilitate systematic study 
and analysis of the ailment. 


Goodwill Industries' newsletter, International Bridge, 
which started with the Summer 1961 issue, covers re- 
habilitation activities conducted by Goodwill and 
other organizations. 


The International Society for Rehabilitation of the 
Disabledhas established the Worid Commission on 
Vocational Rehabilitation, whose chief aim is in- 
creased employment of the handicapped. 


Write the International Society (701 FirstAve., N.Y.17) 
regarding the Second Pan-Pacific Conference on Reha - 
bilitation, tobe held at Manila, December3-7, 1962. 
Theconference will include sessions on prosthetics, 
cerebral palsy, geriatrics, social work, scouting, and 
special education. 


In Canada, a new federal-provincial agreement, effec- 
tiveApril 1, 1962, willreplace existing arrangements 
forthe financing of vocational rehabilitation programs 
and will broaden the base of these operations. 


The Canadian Council for Crippled Children and Adults 
and the Canadian Foundation for Poliomyelitis and Re- 
habilitation have merged as the Canadian Rehabilitation 
Council to achieve economy of operation and widening 
of services. 
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DIGEST FOR REHABILITATION COUNSELORS 


Co-editors 


Henry Gwaltney John E. Muthard 
Marquette University University of Iowa 


A Survey of Employer Reactions to Known Former 
Mental Patients Working in Their Firms 


Margolin, R. J. Mental Hygiene, 1961, 45, 110-115. 


Questionnaires were sent to employers of former 
“member employees" from the Veterans Administration 
Hospital in Brockton, Massachusetts. The employers 
had hired the member employees with full knowledge 
that they had been patients in a mental hospital. 
Although some of the information gained from the ques- 
toinnaire survey was already known through personal 
contact by the author with the employers, it was thought 
that more objective answers could be obtained by ask- 
ing employers torespond tothe following five questions: 
1) How long has the member employee worked for you? 
2) Did you consider him a good or poor employee? 

3) How would you compare him to other employees in 
your firm working in an identical or similar position? 
4) What were the chief strengths and weaknesses on 
the job as you remember them? 5) What suggestions 
would you make that would enable us to send a better- 
prepared and work-conditioned individual on toa jobin 
the community ? 


Twenty-five of the 73 firms to whom questionnaires 
were sent had employed more than one member employee 
(three of them had accepted eight or more) during the 
period February, 1954, to February, 1959. Continuous 
employment of the 77 member employees reported by the 
48 responding firms varied between two weeks and four 
years. Twenty-seven ofthese member employees had 
worked for two or more years. 
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Jobinstability appeared to be greatest in the area of 
unskilled jobs. - Employment ina skilled job for which 
a member employee was qualified appeared to be accom- 
panied by an increased tendency to stay on the job. 
Satisfaction of psychodynamic needs such as self- 
esteem, recognition, and security seemed to be more 
adequately met through skilled rather than unskilled 
jobs. The best work adjustment was made by those mem- 
ber employees who remained on one job--or, at the most, 
two jobs --during the period covered bythe survey. 


The survey indicated that the work skills of member 
employees placed through the office of the member em- 
ployee program were equal to those of other employees 
working in identical orsimilar positions. Satisfactory 
experiences of employers corroborated the opinionthat 
work -conditioned, selectively placed member employees 
from the Brockton VA Hospital proved to be better employ- 
ment risks than individuals recruited from other community 


sources. 


The fact that a patient is psychiatrically ready for 
discharge from the hospital does not necessarily indicate 
that he is ready for work. Unless the patienthas been 
prepared and work-conditioned to meet difficult stresses 
and strains in the boss-worker relationship, relation- 
ships with co-workers, meeting production schedules, 
etc., he is not likely to make a good work adjustment 
in industry. If the mental patient is expectedto work 
in the community, there must comea point in his treat- 
ment where he is subjectedtothe reality tests industry 
expects him to meet. Such situational testing may be 
carried out through the medium of a member employee 
program.--D.F.Mills 


HOW'S YOUR DIGESTION? 


If you would liketodigest articles of interestto you 
and to other readers in our broad rehabilitation field, 
feel free to write to Digest Co-editor Dr. Henry 
Gwaltney, Marquette University, Milwaukee 3, Wis. 
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Social Science in Family Medical Care 


Freidson, E., and Silver, G.A., U.S. Public Health © 
Reports, 1960, 75, 489-493. 


Efforts toreconstruct a stable system of medical 
care appear to stem from a number of objectives. Most 
people would agree that any system of medical care 
should first make full use of all the modern knowledge 
and equipment available to producethe scientifically 
accurate diagnosis and treatment we call good care. 
in addition, it should offer a worthy and dignified role 
to the professional practitioners who are to provide 
thatcare. Suchasystem shouldalso be so consti- 
tuted that prospective patients will choose to take 
full advantage of the benefits offered by suchcare. 


The report describes an experiment in medical care 
that sought to fulfillthese objectives. A program of 
comprehensive medical care was givento150 families 
on a prepayment basis at the Montefiore Hospital in 
New York City since 1950 by a team consisting of an 
internist, pediatrician, public health nurse, and social 
worker. A matched control group was served by indi- 
vidual practitioners on the hospital staff. 


Data was collected over a four year period for 
both groups witha base line family examination given 
at beginning and endtothe experimental group. Find- 
ings were negative on the criterion of improved health 
as aresult of health education and promotion techniques 
given to the experimental group. At the sametime, 
however, team organization of medical care was con- 
cluded to have been successfully demonstrated and 
seemed highly satisfactory to the patients. 


Use of Services. In examining data onthe primary pur- 
pose of the demonstration, that of assessing the use of 
a team organizationof medical services, it was found 
that the social worker was not usedtothedegree con- 
sidered appropriate by professional standards. Lack of 
use ofthis team member seemed to stem from the relative 
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cultural and structural isolation of the role ofthe social 
worker from the rest of the team. Families took their 
problems tothe doctors or the public health nurse rather 
than the social worker whom they pictured as a spec- 
ialist. 


Eleven per cent of the families reported use of non- 
team professionals for surgery or child delivery by some 
member ofthe family. Non-surgical services of outside 
practitioners were used "quite a bit” bya memberof six 
per cent of the families. Thirty-one per cent reported use 
of independent practitioners ‘occasionally". Ninety- 
two per cent of the families responding were far more 
satisfied with the health team care than with care by 
individual practitioners. 


The patients who went outside wanted what they 
believed to be more disinterested validation of the qual- 
ity of the physician to whom they were referred by the 
medical care team for more serious illnesses. In these 
cases, the diagnosis or the referral or both were ques- 
tioned by the patients, and in the course of seeking 
alternative diagnosis or of validating the competence of 
the specialist to whom they were referred, they were 
led outside the medical group. 


On the basis of these exploratory findings, it was 
hypothesized that a medical care organization has a 
better chance of holding its patients through all con- 
tingencies if the patients interact with each other in 
inclusive natural networks of interpersonal influence. 
Where patients are unknown to each other, and parti- 
cipate in a number of lay referral systems the bulk of 
whose members have no experience with the medical 
organization in question, it is to be expected that the 
use of the service will be diminished to some extent. 


Application of the Findings. In the program described 
here a number of implications have emerged. First, 
the picture of society which it gives us is one incompat- 
ible with viewing the patient as an isolated individual 
or even as a member of an isolated nuclear family; he 
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is instead a member of a network of interpersonal 
influences. 


In a future program, it seems also that the social 
worker need not be a primary team member. Thepublic 
health nurse's role could be exploited to greater effect 
and her effectiveness increased by extensive training 
in case work and psychiatry. 


Finally, it might be said that both the demonstration 
and the study findings have important and encouraging 
implications for social policy. The popular fear of 
governmental or privately operated large-scale medical 
service seems to be based on fear of the loss of per- 
sonal attention in a bureaucratic setting. Team practice, 
as observed inthis study, seems to providethe attention 
desired, even though the setting is bureaucratic, since 
the patients expresseda high degree of personal satis- 
faction with the care they received. --M. Stebbins (JEM) 


Psychological Remotivation of the Chronically I] 
Medical Patient: A Quantitative Study 
in Rehabilitation Methodology 


Shatin, L., Brown, P., and Loizeaux, M. Journal of 
Chronic Diseases, 1961, 14, 452-468. 


The purpose ofthis study was to evaluate the effective - 
ness of a rehabilitative program of psychological remo- 
tivation with long hospitalized, chronically ill medical 
patients. Three measures were used to investigate and 
compare the morale and the behavioral adjustments to 
ward life of an experimental and control group. These 
were: a) Behavioral Rating Scale, b) Structured Attitude 
Interview Schedule, and c) Activity Participation. 


"Psychological remotivation" was defined as follows: 
“1) recovered or improved mental state of happiness, 
confort, feeling of well-being; 2) increased willingness 
to communicate with the environment; and 3) increased 
utilization of the remaining potential assets in the self 
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for activity and participation in the environmental milieu." 
Psychological remotivation was operationally defined 
in terms of the three measures noted above. 


The two groups of subjects, all male chronically ill 
medical patients, were matched on the basis of educa- 
tional level and behavioral adjustment to the ward. The 
experimental group, consisting of 39 patients, had a 
mean age of 62 years, a mean of 2.4 years continuous 
hospitalization, and a mean educational level of 7.9 
years. The patients inthe control group (N=14 initially 
and N#1ll atthe end ofthe study) had a mean age of 68 
years, had been hospitalized continuously for a mean 
of 1.3 years, and had a mean educational level of 7.8 
years. 


The rehabilitative and psychological remotivation 
program extended to the experimental group consisted 
essentially of intensifying and accentuating all the 
activities ordinarily available for recreation and re- 
habilitation. Although no additional personnel were 
utilized, the experimental group received group therapy 
and more individualized attention from the staff members. 
The authors attempted to improve the attitudes and 
“feeling tone" of both staff and patients. 


Three series of measurements, prior to experiment, 
mid-experiment, and terminal, were collected over the 
16-week study. The Behavioral Rating Scale was adapted 
from a previously developed measure of ward adjustment 
and social communication and dealt with self care, 
orientation, cooperation, communication and sociali- 
zation, and reaction to environment. The ward nurses 
for each group made the ratings of the patient's behavior. 
The Structured Attitude Interview Schedule was a struc- 
tured interview conducted with each patient bya clinical 
psychologist. The responses were scaled on a high- 
low moralecontinuum. Activity Participation referred to 
the total number of " differential instrumental activities” 
in which each patient regularly participated ona weekly 
basis. This included voluntary and involuntary activities. 
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The results ofthe experiment indicatethat the ex- 
perimental group showed a significant gain in morale and 
ward adjustment over the control group by al] three 
methods of evaluation. “The greater the effort at remo- 
tivation and rehabilitation, the greater the results when 
measured interms ofthe patient's feeling, morale, and 
adjustment. The motivation ofthe medical patient with 
a long term illness to do for himself, to live more fully 
within the potentiality which remains to him, to partici- 
pate in the ongoing life of his environment--all these 
are heightened by the increased interest and effort of 
the professional staff members directed toward the 
patient." --P.R.Salomone (JEM) 


Changes in Attitudes Toward Mental Illness 


Altrocchi, J., and Eisdorfer, C., Mental Hygiene, 1961, 
45, 563-570. 


Three studies were carried out at Duke Universityto 
explore and assess changes in favorableness of attitudes 
toward mental illness as a result of increased informa- 
tion about mental illness, andclinical experience direc- 
ted toward development of psychotherapeutic behaviors 
with patients. 


In the first study, three groups were used. The ex- 
perimental group was aclass of 14 studentsin a course 
in abnormal psychology taught by one of the authors. 
One control group was a class or eight students in in- 
dustrial management. These students received no in- 
struction about mental illness. The second control 
group was aclass of eight students in personality de- 
velopment, this course giving only minor emphasis to 
mentalillness. All groups were tested at the beginning 
and at the end of the six-week summer session. 


The first instrument used, the Information Question- 
naire, was constructedtoassess general mental health 
information. The students were asked to rate, on a 
seven-point scale, their agreement with 40 statements 
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such as: “Mental health is largely a matter of trying 
hard to control the emotions", and “A change of climate 
seldom helps an emotional disorder." The two scoring 
criteria used were: 1) the mean scores of the investi- 
gator's experts on the 10 items on which the experts 
agreed most highly; and 2) the mean ratings of five clini- 
cal psychologists (who did not always agree closely), 
including both of the authors, on all 40 items. 


The second instrument used to assess information, 
entitled Personality Descriptions, consisted of thumb- 
nail sketches of six persons, all manifesting some men- 
tal illness or diagnosible emotional difficulty. 


Attitudes were measured by a semantic differential. 
Six concepts were rated: Average Man, Average Woman, 
Neurotic Man, Neurotic Woman, Insane Man, Insane 
Woman. The evaluative factor was represented by 13 
scales, the potency factor by 2 scales, the activity 
factor by 2 scales, and the understandability factor 
by 3 scales. 


The mean discrepancy between the experts and the 
subject groups on both the 10 questions on which the 
experts were in high agreement and on all 40 items in- 
volving the five psychologists provided no evidence 
that the attitudes of any of the student groups changed 
ina positive direction in relation to mental illness. 


In the second study, the same semantic differential 
was administered to six groups (N=75) of senior nursing 
students who were undergoing 12 weeks of intensive 
training in psychiatric nursing. This training included 
contact with many psychiatric patients and intensive con- 
tact with one to three patients. The mean differential 
factor pre-and post-training scores for all groups onall 
six concepts were calculated. Significant changes in 
the positive direction for the Neurotic and Insane con- 
cepts were evident. 


In the third study, six groups (N=48) of senior nursing 
students before and after psychiatric trainingwere asked 
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to react to seven personality sketches, the six from the 
first study and one depicting a relatively healthy person. 
The semantic differential scales werethe same as in the 
first and second studies, except that the valuative factor 
was represented by three scales instead of 13. 


The results of all of the groups were analyzed. Once 
again, significant changes in the positive direction 
occurred in relation to all of the sketches of the men- 
tally ill persons. 


As aconsequence of these studies, it was concluded 
that information concerning mental illness provided to 
college and nusring training students is not sufficient 
in itself to produce favorable changes, but suchchanges 
may result from training which also includes contact 
with patients and the learning of psychotherapeutic be- 
havior.--R.J.Walsh 


Psychosocial Study of the Patient With 
Pulmonary Tuberculosis 


Vernier, C. M., Barrell, R.P., Cummings, J. W., 
Dickerson, J.H., and Hooper, H.E. Psychological 
Monographs, 1961, 75, 1-30. 


“The projects that are described in this report were 
based onthe underlying premisethat a person's psycho- 
logical make-up largely determines the manner in which 
he will adjust tothe complex changes in his life pattern 
which are demanded by hospitalization for treatment of 
a somatic illness such as pulmonary tuberculosis." 


The sample of subjects was from 18 Veterans Ad- 
ministration hospitals and included 767 male veterans, 
the average age being 43.1 years. 


The procedure was to study the nature and degree 
of the relationships between psychological factors and 
be haviorin each ofthese three areas: 1) therelationship 
between psychological factors and the waythe patient 
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adjusts to his hospital environment, 2) the relationship 
between psychological factors and kind of response made 
to the medical treatment, and 3) the relationship between 
psychological factors as they determine the patient's 
adjustment following his return to the community. All 
three studies provided for the use of the same basic 
testing procedures. All patients were given a battery of 
psychological tests and the investigator obtained the 
same personal history and social] data in all three studies. 
The primary differences between the studies are found 
in the measuring devices to assess the criterion with 
which each was concerned. 


It was found that the type of hospital adjustment 
which is characterized by contentedness in the hospi- 
tal, ease in cooperating with rules and regulations, 
and favorably impressing personnel, is more frequently 
observed among older, more passive patients than in 
younger, more independent ones. The patient indicating 
this pattern of adjustment is without sleep and ap- 
petite problems and is not anxious. He is a person 
who has little difficulty in accepting the role of the 
long-term patient. 


Other results showed how psychological make-up 
relates to kind of response to medical treatment. The 
results have indicated that for patients with moderately 
advanced pulmonarytuberculosis none of the demogra- 
phic or ps ychological variables which were included in 
the study has a significant relationshipto response to 
treatment. Results obtained for the group of patients 
with far advanced disease, on the other hand, indica- 
ted that certainofthe psychological variables doappear 
to be significantly related to response to treatment. 
Notably, those free from anxiety reactions will be likely 
to have a good response to treatment. 


The third study reports the relation of psychological 
factors tothe patient's adjustment to returnte his com- 
munity. Patients who were younger, more intelligent, 
better educated, and employed in white collar work 
appeared to be making the better post-hospital adjust- 
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ment. With respect to psychological tests, no distor- 
tion of the environment, maturity, lack of depression, 

low anxiety, nonneuroticism, good emotional control, 
anda high regard forthe importance of the family were 
associated with better community adjustment following 

adjustment within the hospital .--M. Rasmussen (JEM) 


The Posthospital Psychological Functioning of 
Former Mental Hospital Patients 


Dinitz, S., Angrist, S., Lefton, M., and Pasamanick, B. 
Mental Hygiene, 1961, 45, 579-588. 


The present study is an extension of research on dif- 
ferential ward policy and practice at the Columbus Psy- 
chiatric Institute and Hospital and involves a follow-up 
of patients returned to the community in order to deter- 
mine the consequences of differential ward policies and 
practices onthe posthospital performance of patients as 
wellasthe critical social and psychiatric variables for 
posthospital success or failure. 


The subjects were 265 female patients representinga 
sample ofallthe major types ofmental disorders. These. 
patients and their “significant others" were both inde- 
pendently interviewed bytrained psychiatric social work- 
ers who useda 32-symptom index of psychiatric function- 
ing derived in part from modifications ofthe Loor Psychia- 
tric Rating Scale. The three analyses of the data consis- 
ted of: a) acomparison ofthe patients who remained out- 
side the hospital with the 38 that returned, b) a compar- 
ison of the “low functioners" and the "high functioners" 
remaining outside of the hospital, and c) a comparison 
of one hundred patients that remained in the community 
with “normal" controls who lived ten house numbers 
away and in the same street as the former patients. 


The results indicated that the 38 rehospitalized pa- 
tients were qualitatively and quantitatively more ill 
prior to their hospitalization than the 230 successful 
ones. Rehospitalized patients scored significantly 
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lower in the psychiatric functioning scale; they were 
differentiated from the successful ones on 23 ofthe 32 
individual symptoms of impairment which comprised the 
scale. The authors feel that this impaired functioning 
probably explains the rehospitalization of half of the 
hospital returnees. 


Using the same 32-symptom index of psychiatric 
functioning, it was found that only one item failed to 
differentiate the very high and the very low " functioners" 
(i.e. those who remained outside ofthe hospital). The 
implications to be derived from this are: a) that it is 
possible to determine the level of discharged patient 
functioning without resorting to very intensive, time- 
consuming, and costly methods; and b) thatthe level 
of functioning is not in itself sufficient to determine 
hospitalization. 


Thecomparisonofthe 100 former patients and their 
matched controls indicated that while neither group 
exhibited the more extreme and incapacitating symptoms 
often associated with mental illness, important dif- 
ferences did exist between the two groups. The con- 
trols had fewer of the 32 symptoms anda lesser intensity 
on those which they didhave; and 20 ofthe 32 symptoms 
indicated the significantly superior functioning of the 
control subjects. This was interpreted to meanthat the 
former patients, relativeto their controls, continue to 
indicate moderate, probably chronic, types of impair- 
ment after hospitalization, 


The authors suggest that patients may remain inthe 
community more because of thetolerance of their "sig- 
nificant others" than of their own socially and psy- 
chologically adequate behavior. Onthe other hand, they 
further suggest that the reports of "significant others" 
on patient functioning might be biased to the low side 
by the sensitivity they have tothe patients symptoms. -- 
K.C.Fischer 


You can WRITE digests, articles, letters, ornews items. 
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Public Definitions of the Alcoholic 


Mulford, H.A., and Miller, D.E., Quarterly Journal 
of Studies on Alcohol, 1961, 22, 318-320. 


There has been a trend toredefine the alcoholic as 
one who suffers an illness called “alcoholism” and who 
deserves expert attention, but there is virtually no 
baseline on which to evaluate the effectiveness ofthis 
work. By means of a series of questions incorporated 
ina larger investigation of drinking habits and attitudes 
of a representative sample of 1,135 adult Iowans, the 
present study sought to learn whether the Iowa popu- 
lation and certain of its social segments define the al- 
coholic in medical, moral, criminalistic, or some other 
terms. Among the studied factors were: a) how the 
alcoholic is defined, b) persona] acquaintance with an 
alcoholic, c) readiness to reveal a personal or family 
drinking problem, d) readiness to seek help for the 
problem, and e) the source of help and advice whichis 
chosen. 


A test was made of the general hypothesis that dif- 
ferent definitions of the alcoholic are elements of dif- 
ferent patterns or plans of action to cope witha drink- 
ing problem. Theresponses of the social segments to 
the questions were cross-tabulated. Chi-squaretests 
were employed to assess the independence of the res- 
ponses to two different questions. In turn, responses 
to other questions were introducedas third factors and 
the original associations were examined under these 
conditions. 


It was shown that about one-half ofthe sample view- 
ed the alcoholic as sick, 45 per cent morally weak, and 
1 per cent criminal. Definitions ofthe alcoholic did not 
differ by sex or residence, but the medical view was 
most prevalent among the more educated, the middle 
age group, and Catholics (p.01). 


Approximately one-half ofthe sample indicated that 
they would discuss a personal or family drinking prob- 
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lem with friends. However, only 12 per cent said 
they would go outside the family to seek help or advice 
without first trying to solve it in the family. The 
family physician was the most popular for outside advice 
with 51 per cent, the clergyman was second with 31 
per cent, and 12 per cent said they would goto friends. 


There was only one significant difference found 
when the responses of those that had faced a drinking 
problem intheir home were examined separately. Inthis 
sub-sample, 27 percent favored friends and 17 percent 
favored clergy foroutsidehelp. This mayreflect the 
finding that heavier drinkers are less likely tobe church 
members and thus less inclinedtoturntotheclergy. 


Knowing an alcoholic appears to have little influence 
as to defining himas sick or morally weak, but persons 
who know one are more inclined to discuss personal 
problems with friends thanare those who donot. Among 
persons who know an alcoholic and who at the same 
time define himas sick 61 per cent are prepared to dis- 
cuss a drinking problem, compared with 37 percent of 
those whodefine alcoholics as morally weak and who do 
not know any (p .001). 


When the subject is advised to seek furtherhelp, 
Alcoholics Anonymous is by far the most popular choice 
(S6 per cent) as compared with psychiatrist (13 percent), 
private sanatariums (11 percent), local alcoholic clinics 
(11 percent), and state mental hospitals and local men- 
tal health centers (9 per cent). A. A. is more popular 
among the younger group andthe popularity of a psychia- 
trist increases with increased education. 


The findingthat those who express the illness view 
are more likely to seek outside help suggests the bene- 
fit of the educational movement, but the number that re- 
fuse to seek help, even with the illness view, suggests 
that there is an additional task of reducing the moral 
stigma. A morerecent study which offered other respon- 
ses makes it probable that many of those who feel al- 
coholism is an illness also think there is a moral in- 
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volvement and this affects the response in seeking out- 
side help. The popularity of A.A. might aid in promo- 
ting a campaign that would promote the illness concept 
andalso help toremove the moral stigma .--M. Sievers 


The Role of the Community in Rehabilitation 


White, E. Social Casework, 1961, 42, 332-338. 


The main thesis of this article is that the concept 
of the rehabilitation team should be expandedto include 
various agencies, as well as professional disciplines. 
Hercomments are based on observations of the rehabili- 
tation process atthe Jack Martin Poliomyelitis and Re- 
habilitation Center at the Mt. Sinai Hospital, and the 
arguments of the central thesis are presented largely 
by two illustrative cases. 


The program at the Center is designed to serve 
patients who have acute poliomyelitis and continuing 
respiratory difficulty. The average length of time in 
the centeris sixmonths toone year, and the majority 
of the patients need some sort ofartificial breathing 
aid and are requiredto usea wheelchair. From the 
first day inthe center, the patients are urged to live 
as independtlyas possible. However, fartoo often 
the resultant progress of the patient is nullified bythe 
lack of needed resources when the patient returns tohis 
home. The author expresses the opinion that rehabili- 
tation programs which cannot be carried tocompletion 
areatragic waste. Notonly does physical regression 
usually occur, but there is also emotional regression. 


By use of illustrative cases of an adolescent girl and 
a young mother, the author points out some ways in which 
the rehabilitation program can be carried to completion 
through the cooperation of existing community agencies. 
Apart from the areas of need which few agencies are 
normally prepared to meet (attendant care, majorand minor 
remodeling ofthe house, etc.) this article presents some 
principles to guideinthe inclusion of other agencies in 
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the planning of the rehabilitation program by the "team". 
The first principle is that the needs of the client must 
be met whenthey arise. Consequently, we cannot wait 
for any elaborate interagency agreements to be posited. 
Secondly, the establishment of anew policy by an agen- 
cy will not only benefit the current client, but opens 
the way for others to be helped. This should free us 
from our timidity in requesting "special" consideration 
from cooperating agencies. Third, the appropriate 
agency must be selected. Although the agency may not 
be performing the function needed, this should not 
preclude approaching that agency with the request for 
assistance, if the request is at al] in line with the 
avowed purposes of the agency. Finally, there should 
be genuine collaboration. The cooperating agency 
should be invitedto join in the planning as well as the 
executionofthe plan. Both, or all, agencies must bear 
equally the responsibility for success or failure of the 
rehabilitation program.--M. Huckabee. 


Acceptance of the White Cane and Hope for the 
Restoration of Sight in Blind Persons as an 
Indicator of Adjustment 


Thume, L., and Murphree, O. Journal of Clinical 
Psychology, 1961, 17, 208-209. 


It is believed that acceptance of blindness as a 
relatively permanent reality is necessary for any pro- 
gress toward independence. This study relates three 
variables: a) acceptance of the white cane, b) hope for 
eventual restoration of sight, and c) personality and 
vocational adjustment as indicators of adjustment. The 
white cane, braille, and other stereotyped symbols of 
blindness are inclined to be emotionally weighted and to 
evoke intense reactions on the part of the blind person. 


The following five questions were asked of 77 blind 
subjects: 

1. How many visits have you made to an ophthal- 
mologist during the past three years? 

2. How many books have you read during the past 
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three years? 
3. Do you carry a cane when you travel alone? 
4. Select the item which best describes you: 
a. I fully expect to get my sight back. 
b. I still have hope of getting my sight back. 
c. I do not expect to get my sight back. 
d. I have no hopeofgetting my sight back. 
5. Can you read ordinary print without magnifi- 
cation? Can you always see traffic lights? (A visual 
screening item.) 
The sample consisted of 38 men and 39 women; 34 
were totally blind, 43 were partially so; 25per cent were 
over 65 years of age; and 18 were employed full time 
while 34 were in vocational training: Responses were 
secured individually and with full consent of the subject. 


It was foundthat 74 percent of thosenolongerhop- 
ing for visual restoration do use a cane and do travel 
alone. Of those expecting a returnofsight only 21 per 
cent used a cane. Of those employed, 80 per cent of 
the vocationally unadjusted persons fell in the do-not- 
use-cane or no-hope-for-vision category. 


The most significant finding inthis studyis the de- 
trimental effect of hope forreturnof sight withits accom- 
manying non-use of cane and poor vocational adjustment. 
The cane was selected as only one representative symbol, 
andit might be inferred that its non-acceptance probably 
accompained non-acceptance of other phases of rehabili- 
tation. The absence of independent travel, a basic pre- 
requisite in therehabilitation of blind people, probably 
precludes the development of independence in other areas. 
Those people who still hope for a return of sight are far 
less likelyto see the need for making the necessary per- 
sonality reorganization that becomes mandatory to the 
person who does not expect improvement. 


A high correlation between the acceptance of a 
cane and the absence of hope existed for the employed 
group, thus indicating some relationship to each other - 
and to achievement.--W.L.Reed (JEM) 
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What We Know About Psychotherapy 
Rogers, C. R. Pastoral Psychology, 1961, 12, 31-38. 


Rogers here presents some of the conditions which 
have been shown by empirical evidence to facilitate 
psychological growth. He further discusses the process 
and characteristics of psychological growth both from 
the viewpoint of the counselor's perception of the growth 
andthe client's perception of his own growth. Hebegins 
by reminding the reader that the motivation for growth 
toward psychological maturity is not imparted by psycho- 
therapy, but is inherent in the organism. The role of 
psychotherapy is, therefore, to assist the individual to 
more effectively utilize this inherent tendency. 


Three conditions seem to be important forthe redirec- 
tion ofthese tendencies. First, the counselor must be 
completely genuine in his relationship with the client. 
Rogers refers to this conditionas “congruence”. The 
more self-acceptant the counselor is, the greater the 
probability of change in the client. Secondly, the coun- 
selor must have "unconditional positive regard" for his 
client. Theclient must beaccepted unconditionally, not 
just when his behavioris in keeping with the counselor's 
standards. The third condition is referredtoas “empathic 
understanding". This attitude on the part ofthe counselor 
prevents his forming judgmental attitudes such as "I 
understand what's wrong with you". Thus, Rogers em- 
phasizes that the attitudes of the counselor are more 
critical in bringing about the therapeutic change than are 
his knowledge orskills. Thereason growth occurs as a 
result of such a relationshipis largely the result of the 
client's reciprocal reaction to the therapist. 


Rogers makes use ofthree continua to show the pro- 
cess of psychological growth. First, the client moves 
away froma denial of his feelings toward an acceptance 
and understanding ofthem. Secondly, he moves from a 
remoteness of self-perception to an immediacy of ex- 
perience. There is, third, a movement towarda more 
flexible self-concept. 
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Thereis more to therapyihan can be expressed in 
any factual presentation, Rogers asserts. Therapyis 
too personaland subjective an experience to be reduced ~ 
to an equation. Therefore, heconcludes by presenting 
representative expressions of feeling to demonstrate 
the process of psychotherapy as interpreted by both 
the counselor and the client.--M. Huckabee. 


DIGEST OPENINGS STILL AVAILABLE 


If you enjoy reading and writing, the arithmetic 
of the Digest situation suggests that you add your 
name to the honor rol] of those who prepare digests. 


Digest duties are simple: you read a journal you 
would probably read anyway, select an article you 
judge of value to our readers, and distill its es- 
sence for brief presentation here. 


Your name and the name of the journal you'd like 
to cover are all you need send to Digest Co-editor 


Dr. Henry Gwaltney, Marquette University, Milwaukee 3, 


Wisconsin. He'll tell you more of the specifics. 


PROGRAM PLANNERS NEEDED 


Boston baked beans are fine as far as they go (and 
few foods go farther), but a more varied bill of fare 
should be offered by the DRC program at the 1963APGA 


Convention in Boston. If you have program suggestions 


of any kind or if you would like to be a member of the 
DRC Program Committee for 1963, write to the chairman, 


Dr. JulianS. Myers, Boston University, Boston15, Mass. 
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MANUSCRIPTS of articles and letters should be sent, 
in duplicate, toDr. Daniel Sinick, Editor, San Francis- 
co State College, San Francisco 27, California. 


CHANGES OF ADDRESS and related inquiries should be 
sent toAmerican Personnel and Guidance Association, 
1605 New Hampshire Avenue, N.W., Washington9,D.C. 


INDEXING: Thecontents ofthe Rehabilitation Counsel- 
ing Bulletin are indexed in Psychological Abstracts, Ed- 


ture. 


PRINTING: The Rehabilitation Counseling Bulletin is 
printed at the workshop of Vocational Rehabilitation 
Center of Allegheny County, Pittsburgh, Pennsylvania. 


SUBSCRIPTIONS, at $2.00 per year, and singlecopies, 
at 50¢, should be requested, with checks payable to 
Division of Rehabilitation Counseling, from theAmerican 
Personnel and Guidance Association. 


MEMBERSHIP inthe Division of Rehabilitation Counsel- 
ing, American Personnel and Guidance Association, in- 
cludes a subscription to the Rehabilitation Counseling 
Bulletin, 


If you are not a member, we invite you to join the 
Division of Rehabilitation Counseling. Please complete 
this and mail it to Dr. MarvinR. Wayne, DRC Member- 
ship Chairman, Hunter College, New York 21, N.Y. 


Name 

Address 
Member of APGA: Yes No 
Want to join DRC . Want more information 
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Director, Office of Vocational Rehabilitation, 
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News Editors (continued from back cover) 


New Jersey, Pennsylvania: Kenneth Hylbert, Pennsyl- 
vania State University, University Park, Pa. 

Maryland, Delaware, District of Columbia, Virginia, 

West Virginia: George S. Brown, West Virginia 
University, Morgantown, West Virginia. 

Alaska: Robert E. Goodwin, Alaska Office of Voca- 
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University of Puerto Rico, Rio Piedras, Puerto Rico 


220 


t 


EDITORIAL STAFF 


Editor: Daniel Sinick, San Francisco State Collége, 
San Francisco 27, California 

Associate Editor: Adrian Levy, State Department of 
Education, Albany 1, New York 


News Editors 


Washington, Oregon, Idaho, Montana: R.R. Wippel, 
Division of Vocational Rehabilitation, 
1178 Chemeketa St.,NE, Salem, Oregon 
California, Nevada: Philip G. Ladas, Vocational 
Rehabilitation Service, 923-12th St., 
Sacramento 14, California 
Utah, Arizona, New Mexico, Colorado, Wyoming: 
James G. Hook, Division of Vocational Rehabili- 
tation, State Capitol Building, Cheyene, Wyoming 
N. Dakota, S. Dakota, Minnesota, Wisconsin, 
Michigan: C. StanleyPotter, Services for the Blind, 
117 University Avenue, St. Paul 1, Minnesota 
Nebraska, Kansas, Missouri, Iowa: Darrell D. Coffey, 
Goodwill Industries, 1013 North 16 Street, 
Omaha 2, Nebraska 
Oklahoma, Arkansas, Louisiana, Mississippi: 
Ferris Cotter, Division for the Blind, 
528 N. State Street, Jackson 5, Mississippi 
Texas: Mrs. Julia Young, Commission forthe Blind, 
State Office Building, Austin, Texas 
Illinois, Indiana, Kentucky, Ohio: Freeman D. Ketron, 
Vocational Rehabilitation Division, 
145 West Washington St. , Indianapolis 4, Indiana 
Tennessee, Alabama, N. Carolina, S. Carolina: 
Roy N. Anderson, North Carolina State College, 
Raleigh, N.C. 
Georgia, Florida: Grace Marie Freymann, Georgia Warm 
Springs Foundation, Warm Springs, Georgia 
New England States: John F. Mungovan, Divisionofthe 
Blind, 14 Court Square, Boston 8, Mass. 
New York: Sol Richman, Division of Vocational 
Rehabilitation, 162 Washington Avenue, 
Albany 10, N.Y. 


(continued on page 220) 


i 
; 
ha 
i 
| 
a 


